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I. EXECUTIVE SUMMARY: 

Organisation: Saw the Cl~ildt-cn L:nited Kingdom 

Date: hlarch 2002 

Mailing Address: hln~? Dntchelor Housc 

17 Grow Lane 

I .ondon Sl-5 SRD 

United I<ingdom 

Contact Person: J c n y  Hopps, 

Programme Officer East and 

Central .\frica 

Telephone: 0044207 7162223 

Fax: 004410779; 761017 

Internet Address: I.Fl~p~s@scft~k.o~g.uk 

Programme Title: Gnergcnc!. thcrapeuric 17ceding Assistance to Drought 

.\ffccted Children ui Sorth Darfur State, Sudan 

Cooperative Agreement/Grant Number: H.\D-G-00-01-00101-00 

Coontry/Region: Nortll Darfur State, 

Rcpublic of thc Sudan 

Disaster/hazard: Drou~ht 

Period of activity: Originally planned for four months jul!- 3'" unril YJ 

Nowrnber 2001. 

Estended to 51" Decetnbcr 2001. 

Budget allocated by OFDA: S 500,047 



l l ~ c  poor rains in year 7000 led to han-est failure. poor pasturc and acute \I-ater shortage in 
most parts of Xorth Darfur State. This threatened liwz and affected li\dihoods of the 
Ix>p~~lation in the State. 

A[<,.\ using balance sheet approach esti~~xwed the ox-er all deficit in grain producdon \vns 
172.563 Xl'. :\ total of 26,000 hrl '  \\:as esumared by SCCK using Household Economy 
.\nalrsis ( t l l 3 )  to bc distributed as free food to the poor people in pastoral, goz, tombac, 
wadi and non nxli ,  and lebel food economy zones. The disu-ibution should ha\-e started on 
>larch 2001 t o  al-oid deterioration of nutritional status of the children under five d ~ a t  was 
predicted b1- I<\\;'$ of SCUK. 3 s  well the rnarket mecha~usm had to work to suppl!. grain io 
the markets and stabilize the grain prices to enable the middle and poor groups to access 
grain at affordable prices. 

Ulc  failure of production led to s h a ~ p  incrcasc in ~ a i n  priccs and decrease in grain suppl!- to 

rlic ~narkct. 'l'his coupled with staglation of lix--estock trade and shortage of water \veakened 
the capacic- of poor people to feed thek families. 

In .\pi1 7001 I\VS of SC L X  conductcd a nutritional s u ~ ~ e y  covering five Food Econotn!. 

Zones of I'astoral, Goz, Non \Vadi, 'lbmbac and Icbal. The resrtlt irldicatcd scrioiis 

nutritional status of the less than five years with global rate of 23.4% <-2Zscore and 3.9"' 

<-3Zscorc. Thc result was in line n-ith all tlic other indicators of food econorn!.. .\ccordingl!- 

thc recommendation was made of the need for gencral food distribution, Blanket 

Supplemental?- Feeding I'rogr;lmme, health 2nd water inten-ention. 

:\s the result of thc surr-cr and the recotnmendauon SCCK applied for blanker SFP for 10 

affected Local Councils, ho\ve\-er it was difficult to secure funds for this. S C U i  applied for 

funding for a targeted supplementan Feeding project to OFD.1 and DFID for 

malnourished clddren less than five years, pregnant and lactating women in 10 affected local 

councils, narnel!- El Fashcr, T a d l a ,  Korrna, Mallit, Sayah, El Malha, Rohal. l'elna, C ~ I  

13arrow and I<arnoev 

11. PROGRAMME OVERVIEW 



A - T h e  Goal of the programme as stated in the  proposal: 

"'1) in~pro\-e the nutritional C9L licalrli s tan~s  of all tnalnourished under-five children, all 

pregnant & lacrating \vomen who arc rcsiding in 4 of the drougllr affected nml councils ot 

Sortli I h f u r  and rhcrebr- reducc the associated escess mortalin. amongst children nged 

I ~ l o \ v  fiw ycaus of age to less than 31 10000/dav. 

'l'lic pwjcct Objecri\-es \verc: 

Dr\- take home selective ~uppie~nentan- fceding provided to aU malnourished 

chddren I-esiding in 1 of rhe most severely drought affected rural councils of 

North Darf~ir. 

Dr!- rake honie supplementan- food pro~ided to all pregnant and lactadng 

mothers residing in the 4 target rural councils. 

Dm thcmpcutic food (plump!- nut) provided to all severely mahourished 

children at \vecklv i n t e ~ ~ a l s  with health check and growth mo~ror ing .  

;\U mnlnourishecl cliild~-en get access to basic ourpatienr medical care and those 

sex-crcly malnourished children too sick to be managed at home get referral 

senices (rmnsportarion) for admission to the nearest pncdiatcic l~ospitals. 

B - Profile of target population: 

I'hc drought-affected population living in the four rural councils rargercd under the CS-\ID 

grant was l3S.083. 

'She ixeak dmvn of thc bcneficiarics 1):- caregot? was as follows: 

hloderatel!. malnourished (70.80% \WH) under-fives 6831, (estimated ar 30" a 

~nalnutrition prevalence rate) 

Sewrelr malnourished (<70Do \VFH or bilateral oedema) i~nder fires 211, (esdmatcd 

at jO'" malnutrition pl-etxlencc mre) 

I'regnant women 33W (esrin~ared as c o n s t i n ~ d n ~  2.4% of the general populadon) 

1.actating mothers 3590, (estimated as constiniting 2.6% of the general population) 

C - Geographic location of the project: 



'Ilie 1;our Rural Councils and the tarscted bencfician nutnbers under this project are in table 

(I) and map (I) be lox  

I'able ( I ) :  

Population 
I 

ina 21596 pi1 1 ;;;;; 
Utn Buru 

<5Yrs 
At 17% of 

population 

3671 
2610 
9857 
7336 2201 66 2158 4358 

WFH70- 
80% 

At 30% 

1101 
783 
2957 

WFH 
<70% 
At 3% 

33 
23 
89 

Pregnant 
& 

Lactating 

1080 
768 
2899 

Total 
beneficiac 

2181 
3.551 
5856 



North Darfur  
State 
Rura l  Councils  
Covered by the P r o j e c t  
( Shaded  A r e a )  

Tina 
Karnoi & 

Umboru 
Kutum 

Ruhal is n 
roving Rural 
Council - as 
the residents 
are Nomadic 

Tawila 8 
Dar El salam 

Taweila 

El Laeit 



l'lic project start dare was delayed due to the rime required to get the 1,equircd supplies from 

I<cn!.a. The delaved starr of the project coincided with thc tunc ~vhen most fa~niiics \\-ere 

bus!- \virh fartiung and the start of the rain!. scason. A significant number of mnlnounshcd 

chilrlrcn \vcrc cnrolled late. In order to ensure thar rliese children were discliar~ed \rlicii 

~ c c ~ \ ~ e r e d  tile projccr w s  estelidcd till the end of Decet~~bcr2001. 

llue t o  the delay in pn,curemcnt and lack of thc requised quantin. OF supplcmenra~ food in 

countrv rhc priorin. \\-as given to malnourished children who rccci\-ed rheir Full racion since 

the start of the pnjcct. 'l'lie prcqnnr and lnctxing women xere excluded in the f i r  nvo 

months until the full supply of CNIMIS rcccivcd on sirc in El Faslicr. At the end of 

October these catesorc Q'regnant c9c lactating \yomen) had been screened, identified and they 

rcccircd theis ration effectivcl!- Novetnbcr and continued till the end of December 01. 



111. PROGRAMME PERFORMANCE: 

0 \ s  a result of tlie project and thc liniited free disrribuuon of basic ration mass 

population mox-eincnt was becn averred. The mortalir)- rate associated \virh 

malnutrition \\.as reduced to l~clo\v 3/10000/dav. p h i s  was confirn~cd bv the 

nutrition SLIITC\. conducted i n  I.'eb./ Uarcli) Tlie project was ending in -31'' of 

l)eccmbcr the impact was evaluated in i7cbruat~/;\larcli through tlie nutrition stwcy 

covering four food economy zones namely Pastoral (hIallia), Goz (Nellit Pc Sarah 

1.Cs). 'l'ombac (Ta\viUa & I<orma LCs) and Non \Vadi (Kumm Pc Fata Uarno LCs]. 

'l'hc h s t  three food econom!- zones were covered by SC &I;) and the fourth one 

was covered b\- GOAL Irelantl. 

The mortalin rate recorded amongst the registered malnourished children is < P a .  

\\-hich is within the acceptable SPHERE standard. Exn .  child enrolled in the feeding 

poject  had at least one medical check if moderately malnourished and \veekl!- for 

those severel!- mnlnourislicd. Other children (not malnourished) also benefited from 

impm~eci liealtli services as a result of the increased arailabilin. of dmgs at the healdl 

iuiits pnn-ided by this pmjcct and other co~npl imental~ etnergenc!. health projects 

(~ncaslcs mass \-accination fi~ndcd b\. OFDA and Government of Yetherlands 

( G O X l ' H ) ,  support to health facilities and training funded bl- (GOYI'H), SFP 

funded by DflD, water in tc~~en t ion  funded by(SCIIK, DFID and ECHO)) 

'l'liough there was a delay in tlie international procurc~nent 1.6 mt of hgli  energy 

food (plumvtiut) and 334.7 mt of UNIhIII;, these \vere purchased and transported ro 

tlie pn)ject sites, and distributed to the target malnourished clddren. pregnant and 

lactating nzomen. The cowrage rate' of the project is calculated at 86.6% using the 

target figure calculated on official population figures table (. The corenge rare xvas 

low at tlie beginning of tlie programme nit11 56% This is mainlv due to population 

-~ 

' See annex 11 h r  details on numbers ofcliildren by mral council and by category. There were dela1.s in 
the supply of LWIMIS fioni our supplier in Xairobi. \\.hidl affected tlie rare of implementation of the 
project and as such pregnant and lactating women were not included in the project till  end of Ocrober. 



migration as the residents of the targeted rural councils are traditionally nomadic. 

tlo\\-el-er the coverage rate was increased through different measures taken b!- the 

tcam (creation of sub centers. using of cominunin~ nutrition workers {CS\Ys) to 

idcntify malnourished children in each rillage and then recheck by the tenm. hy$ene 

pn~rnsrion and dismibution of soap to niorhcl-s.). U!- the end of tlie programme \re 

contirn~cd rhat 90';) o f  all malnourished children present in the mral council \rere 

cnmllcd. 

SCU< recruited the follo\ring project field staff. 
I nutrition Coordinator 
I mcrlical lhc to r ,  

?. nutritioii Supen%ors 
4 ream leaders, 

4 nicdical assistants, 
S nurses/monitors, 
1 data processor, 
1 logistics officer 
1 storekeeper 

h r m ~  \rhich 4 rcams each composed of 4 mcmlxxs (Team composition: Team leader, nro  
nurscs/monirors and medical assistant). Ererr tcam had about 50 CS\Vs \\.orking \vithin the 
nutrition team but they \\.ere based in tlie scarrcred 1-illagcs. Each team \ras allocated to one 
I~,(:.. 'l'hc four mcdical assistance and the eight nurses were scconded from MoH to shoulder 
tlic technical issues. 'l'hese staff received training in nutrition aspects. anthropomerrics 
mensurcmcnt. refresher training in treatment of malnourished children. management o i  
1~XIhIIS. liy~ienc promotion. 

I'he cotiimunin nutrition \wrkels \;ere sclcctcd br the commu~un  nro per ncl i  

\-illage council and \\:ere provided tl-aining on basic nuuition. The CS\Vs played a 

kc!. role in rhc project through information disscminauon, defaulter tracing and 

p v i d i n g  health education to mothers. The local radio, mosques, mobile team and 

the village councils \Yere utiliscd to pass on information about the project and the 

dates of screening 

Till the end of the programme (Deccmbcr), 4649 malnourished children n-ere 

identified after screening of aU under five years in all the target d a g e s ,  all the 

children \rere initially scrcencd using MC:\C and all those enrolled in the project had 

their \x:eiglit and Ileighr measured on subsequent visits. 



;\U severely malnourishcd \vcre seen and \veight and height \vere taken on a \vee!dy 

basis and had red bracelets put on  their wrists to facilitate identification, and 

dcfat~lrer tracing. 

Tlic dclai- in tlic suppk of the LWlAllX ncccssitarcd the postponement of rhc 

inclusion of the pregnant and lactating catcgol? to the programme. The!. were 

rcgisrcrcd and included in No\-ember and Dccember (the ration is double). 

.\I1 cliildrcn enrolled in the tlierapcuric cntegon regularly rccei\-cd 1 Kg of uninus 

and plump\. nut on a \v-ccltl!. basis. 13ch malnourished child had health screening ar 

rhc time of screening and got prompt rrcarmcnt n.licn found to be ill. 

:\I1 the children had rcceired vitanun .\ supplements at the drne of s c r e e ~ n g  and all 

those children that mere missed out during the rneasles rnccination \verc vaccinated. 

Motlicrs of malnourishcd children were trained on the iw of ORS, use of the 

supplementan- food and Ivere also supported on the tnanagement of diarrhoea nt 

honic rhrougli the c o n m ~ u n i ~  nutrition \\-orkcrs \vho visited them a t  home. 

In orclcr to ensure access for liome visits the communin nurrition \vorkers \vere 

elected l x  tlie comtnunity. 'l'lie priorin. \\-asgiven to \\-omen able to read and n-rite. 

The conimunin. nutrition workers were trained on tlie use of ORS and tlie use of 

tlicrapeuric food and the\- in turn provided twining to tnotiicrs on uses of L~XI.\IlS. 

hvginc promotion and a\varcness to decrease defaulters during their indkidual home 

visits. 

Sel-erely malnourishcd cliildrcn received home visit regularly and as a resulr of this rile 

defaulter rare \\:as below 8%. 

SC (LrI<) in collaboration \vith GO:\L IIIL-\XD provided training to N O H  hospital 

staff with initial supplies o €  F75/100 to the hospital paediatric wards bur after 

September <;0.41. started work in supporting the X O H  hospitals. 

.\I1 children that were too ill to be oianagcd at liome were referred b!- the project to 

rlic nearest pncdiauic ward nnd to MOH dispensnries that \\-ere supporred b!- SC 

(LI<) depending on distance. -t'hc death rate recorded is bclon- 5%. 



0 Out p"eiit 011' dispensaries \Yere established maid!: for the severely malnourished 

\\.-it11 no appetite. Children received a 34HRs standby care from medical assistants 

and nurses. IIK therapeutic treatment given to tliem was F75 in phase one and 1'100 

in phase two thmugli 81 rube. 22 severely malnourished cliildren were adinitred in 

tlie dispensaries instead of referred to the hospital. :\I1 of these children \\-ere 

admitted in late stasc and \\.it11 deli!-dmtion. 

'~ 'hc cxpcriencc slio\\- that \\orking in the dispensaries of LCs saved the liw of  severelv 

malnourished children \\-hich they expected to die ciurinq the referral to the hospital. I l l e  

close dispensaries are preferred bv the caretaker of the children because they sray v e y  close 

t o  the families and can check the remaining children at home. 

The transfer rare from severe to moderate \\:as around SO% and readmission to the severe 

category was less than 5%. 

'lher-c was good inresagenc!- co~~rdination and the project n m  implernenred in coordinarion 

\virh the statc \IOtl. the cornmunit!- and GO:\I. (CXNL had starred supporting the hospital 

rhcrapcutic fccdins ~vards as of September) 

Ms. Y\-onne GreUcn, external consulmnr evaluated the effecdx-eness of the 

consultant designed the antliropomctrics, sun-cy and mortalin. questionnaire to 

ex-aluarc the S&TFP tliroiigh an inipacr ~iuu'idon su~sey  in Februan. l l i e  nutrition 

S111TCy was conductcd in Fcbr~ia~~-/hIarch and the findings of the nvo reports and 

Icssons learnt are available for sharing 

Lessons Learnt a n d  recommendations 

CN\T\\;'s are SC (LYK)'s created nutritional human back up that can be earlv 
warni~lg, acti\-atetl at any time \vhcre such a need arose. r\lso they are 1-aluable for 
any other inren-entions of food s e c u r i ~ .  CN\Vs are esaniplc of conununic- 
pasticipation and feeling of rhcir o\vnership to support given to them and dley 
remain a link bcn\-cen SCL'K, INGOs and the comnniunin of the Sorrh Darfur 
State. 



Influence of traditional leaders is of \-aluable outcome in mobilizing communiucs 

Iloct~mcntatior~ircgistration of total < j s  screencd is usefid for evaluation of 
cwerage. 

I'rox-ision o f  food/mealz for caretakers of the children admitted in rhc dispcnsnn. 
is dcrcrminanr factor in hi i l ics  taking children to hcalth hciliucs. 

\.crification of the Distribution Centrcs should bc done earlier and at tile d a g e  
council lex-el. 

IV. RESOURCE USE/EXPENDITURES 

A- Brief summary of resources committed 

The total cost of the project was S500,047 (sce budget breakdon.11) Expenditures w r e  

incurred on the follox\-ing 

51 arLCS. Staff .. 1 

.\dminisrrativc Costs. 

Xsansport 

Supplies and Equip~nent 

B- Table budget breakdown and  expenditure:' 

'See annex I for derailed financial statement 



Analysis of moderately tnalnourished children 

i LC D~~~&~T 1 
I I to OTP hdmissio 

I I I I E 

\h:x ~, - . ' 1 2 ,  I 1. 

.\rial\-sis of Scverelv malnourished children: 

Total Refer Refer to Default I Readmi Remained 
Cover To hos. ers / ssion 

I SFP 1 /dis 1 
12 1 10 1 0  / 0 

Deaths : 



X ~ - A R K - J ~ ~ - ~  
Evaluation of the outpatient therapeutic care programme, 
Save the Children UK, North Darfur, Sudan, 2001 I /  7 4  3 5  

Summary of key findings 

oramme Contest of the pro, 

North Darfur experienced a severe drought in 1999 and 2000. This caused widespread 
crop failure, disruption to markets, decrease in the earning power of all families and a 
generalised decline in food security. 

In October 2000, the annual assessment of food needs undertaken by SC-LX and the 
Developnlent & Rehabilitation Committee (DRC) of north Darfur, concluded that 
during 2001 between 17,192 ,and 26,057 MT of relief grain \vould be required, in 
order to prevent loss of life and destitution. The report reconln~ended that this food be 
distributed fioni March 2001, to preempt tlie start of an estended hunger sap and to 
ensure tliat food was available before the planting season in July. 

Despite efforts repeated efforts by SC UK from October 2000 on\\;ards to advocate 
for a response, it was not possible to mobilise donor support for food distribution. It 
had been hoped tliat a general i-ation would be distributed to pre\;ent a further 
deterioration of the food security situation. 

Nutrition surveys carried out in April revealed tlie following rates of malnutrition and 
it  became clear that supplementary and therapeutic feeding would be needed to 
prevent fitrther loss of life in the population under 5'. 

Global (< -2 z-scores or oedema) = 23.4% (95%CI 21.8 - 25.0) 
s Severe (< -3 z-scores or oedema) = 2.1 % (95% CI 1.6 - 2.6) 

On the basis of tlie survey results, blanket supplementary feeding was proposed for all 
21 rural councils. Again it was not possible to secure donor support for this. A 
pl-oposal was made for targeted supplementary feeding in the six worst effected rural 
councils and funding was secured from DfID. USAID subsequently indicated that it 
could make USS500,OOO available so i t  was possible to include a fi~nher 4 rural 
councils in the programme. The rural councils were selected on tlie basis of the 
severity of their situation according to the nutrition survey results (calculated by food 
economy zone) and the Food Econon1y reports'. A general ration distribution of 
15,000MT of grain was also made bet\\.een May and October. 



Once funding was secured, SC UK implemented an outpatient therapeutic feeding 
programme (OTP) with a ready to use therapeutic food (RUTF') which enrolled and 
treated 836 severely n~alnourislied children and a targeted\upplenientary feeding 
programme enrolling approximately 24,000 children and 23,000 pregnant and 
lactating \vomen in 10 rural councils of North Darfur during the period August I 1-  
Decembel- 12 2001. 

Other emergency interventions included: DflD and ECHO funded SC-UK to drill." 
I-ehabilitate 151 shallow wells or hand-pumps. The government of the Netherlands 
funded the provision of fi-ee basic drugs to dispensaries and clinics in 4 of the 1 2  rural 
councils. USAlD ft~nded a measles vaccination can~paign. 

Outpatient Tl~erapeutic Programme design and content 

Children were screened in the first instance using MUAC and by checking for 
nutritional oedema. Children 12-59 months with a MUAC <I l jmm and children 6- 
1 1 months w t h  a MUAC < I l0mm were measured immediately using \veigllt for 
height. Children aged 6-1 1 n~onths with MUAC 110-1 15mm and children aged 12-59 
months with MUAC 115-1 19mm immediately received supplementary food and were 
nieasured using weight for height one week later'. 

Children <70% weight for height or with nutritional oedema were immediately seen 
by the nledical team comprising a medial assistant and team nurse. Children with 
oedema, severe dehydration, no appetite and visibly not eating RUTF when offeredd, 
temperature >39 degrees, increased respiratory rate (> 35 if over 2 years, > 40 if 1 - 1 
years or > 50 if less than 1 year) or any sign of illness were referred in the first 
instance to a hospital (four hospitals were being supported by GOAL to give 
therapeutic care). Where a child could not be taken to the hospital due to [he distance, 
they were referred to a stabilisation centre (3 of these were set up in health centres 
located in areas least accessible to the hospitals). 

Treatment in the stabilisation centre included: rehydration" where necessary. 
treatment with a systematic autibiotic (amosicyllin) and fansidar, folic acid, vitamin 
A, measles vaccination, feeding with  F75 by naso-gastric tube and daily examination 
and monitoring. 

Children were discharged from the stabilisation centre to the OTP when appetite was 
shown to have returned by the successfi~l eating of  RUTF for more than one day. 
Children were referred to the hospital if they vomited more than 50% of the feed after 
6 consecutive meals, had a body temperature >39C or had a high respiratory rate or 
failed to resain appetite after 5 days in the stabilisation centre. 

' Xurriser I'lun~py Nut \\.;IS used. 
' Children wcrc idmirred ;rccordins to .\lC.\C crireria nod nor disclmrged from rhc programme. This 
;IIIo\KxI :I greater numlxr  oicbildren ro henefir iron2 the progrlmme rhm would h a w  k e n  possible \xi& 
r r ; d ; ~ r d  mcighr for h e i ~ l ~ r  cnrv  aod exit criruria. I b i s  \\:IS desirdAu +en r l~c Lirnired nrailnble suppon to 
h~uscl,oldz. 
' ,\IUt\C cur offs were calculated usins serlsitirity and specificity analysis of \veighr for height and 
M U A C  data 011 a sample of 733 children at the tirst distribution's screening session 
'.\hter. ORS :lad susar mere used (using rl~e recommended rccipe) for reh!-drxion as CMV or Rcsonial 
wcrc nor ar:tilal)le ro rhe progrxmme. 



Children admitted into the OTP received a systematic antibiotic (amosycillin). 
chloroquine (according to the Ministry of Health treatment guidelines), folic acid. 
vitamin A, measles vaccination and 14 packets of 0.92g and 500 kcal RCTF per 
week. Children in the OTP were visited daily by the Community Nutrition \Vorker 
(CNW) who checked the child for appetite (sachets of RUTF eaten the previous day). 
diarrhoea history, thirst, dehydration and the presence of a carer and watched the child 
consume RUTF. Children had a full examination weekly by the team nurse or medical 
assistant (health professional category just below a doctor in Sudan) and their weight 
fol- height was recalculated. 

The CNW was also responsible for the identification of severely malnourished infants 
throu~h community screening, instruction in the use of therapeutic foods through 
home visits. the identification (alongside the medical assistant and nurse) and referral 
to inpatient units of severely undernourished children who failed to thrive in the 
outpatient program due to anoresia or co-morbidity, hygiene promotion activities and 
the distribution of soap to mothers of severely undemourished children with skin 
diseases, the promotion of the use of ORS through home \:isits and to act as a 'contact 
point' between the community and other elements (e.g. the clinical team) of the 
outpatient therapeutic program. 

Children were discharged from the OTP to the supplementary feeding pro,gxnnme 
when they had reached 75% weight for height for 4 consecutive weeks. 

In total the programme had 100 distribution points and employed 290 field staff 
including medical assistants and nurses, CNWs, and Team leaders. 

A note about data quality 

A comprehensive monitoring system was put in place to n~onitor the programme 
outcomes as it was a new type of intervention for SCUK. The data system \\.as 
specially designed for the programme but proved to be inadequate and would have to 
be substantially revised for any future programme. One of the reasons may have been 
that the programme had to stall quickly because the rains were forecast which had the 
potential to severely hamper distributions. Specific problems encountered \\.ere 
inconsistencies between daily and weekly reporting forms, some children's outcomes 
not reported at the end of the programme due to the rush to close and the failure of the 
system to track children through OTP and SFP. 

Outpatient Therapeutic Programme outcomes 

Table 1.  Key outcome indicators for qualit! of care for the 3 months of 
operations in the O T P  

Average 1 range 
percentage i 1 

Discharged to supplementary feeding progranlnle I SI.4 1 (45-100) i 
Defaulted !10 .1  1 (0-36) i 
Died 1 2.9 1 (0-7.7) i 

i 

Transferred (to TFC, hospital or dispensary) i 5.6 i (0-13.4) 



Mortality: 

A mortality rate of 2.9% is very low and well within Sphere standards. However, the 
mortality rate is difficult to interpret because children were discharged to 
supplementary feeding after reaching 75% weight for height and sonie of these 
children niay have subsequently died. Using the Pn~dhon index the crpecfecl 
mortality was calculated based 011 i) the death rates achieved in conventional but well 
run TFCs using internationally recognised protocols, ii) the anthroponietric r' oedenia 
profile of children adniitted into the OTP, iii) the deaths which can be expected in the 
pel-iod froni admission to discharge at 75% weight for height, and iv) using a 
cossection factor to take in account the transfer of children (potentially the most sick) 
to other facilities'. The expected number of deaths was conipared to the obsened 
deatlis in the OTP. Half (51%) of expected deaths of children without oedenla 
(n=714) were actually observed while almost all (92%) those expected occurred for 
children with oederna (n=62). Rates did vary according to location (see ranses in 
Table 1 ). 

Other indicators: 

The average rate of r le j~~rl t i~~g was skewed by the high rate of defaulting in one 
location where the largest nomber of children were adniitted (El Faslier to\\n) and 
where up to 34% of children defaulted. This was mainly because the children were 
from pastoralist families \vho only stayed in the town for a few days at a time. 36% 
of children defaulted from another location (Tina) in the pastoral area where only 21 
childsen were adniitted. Discharge rates were therefore also lo\\{ in these two centres. 
With the exception of these two locations, defaulting rates in the other 9 locations 
remained below 14%. Rer~rlmissio~r rates were approximately 1.0% of total 
adniissions. 

11.Ierur le/rg/lr of stq. was estimated at 25 days for wasted children and 35 days for 
oedeniatous children. This data, once again has to be interpreted in the light of the 
discharge criteria of 75% weight for height compared to the usual 85% weight for 
height. 

1b1ecl1,r weight gairr Lvas 6.6g/kg/day for wasted children and l.S@g/day for 
oedeniatous children. 

Children in the stabilisation centres: 

Only 17 children were adniitted to the stabilisation centres, three children in total died 
though two died after discharge to the OTP and are therefore included in the death 
rate in table I .  

- I f  tc~nsfer cues :Ire not r ;kn  into ;~ccoonr. momlin rates can appear PC? lo\\- if all cornplicnred .' iugh 
+l, c:ws ;are transferred 



Coverage: 

Rural council 

.A1 sayah 
El fasher nml 
El fasher town 

1 Karnoi 

nates of coverage t 
vlasimum coverage of 
3TP (esc TFC) % 

56 
39 
24 
53 
50 
25 
5s 
10 
30 
20 

OTP location 
15% Contidence 
~otewal 

23-156 
21-81 
12-49 

21-137 
27-104 
10-70 

24- I62 
4-27 
16-62 
8-52 

Table 2 slio\vs the range of estimated coverage rates achieved by ~ r a l  council. The 
I-ates are con~parable to rates achieved in \\.ell-nm TFCs operating in high popularion 
densitites. More childl-en were admitted in locations where prevalence of nialnutrition 
\\as liiglier. Tak~tig into account tlie children admitted into the hospital the presence of 
TFCs did not increase coverage substantially (35% (17-79)). 

Unlborro I I 

There are two possible reasons for the lower than expected coverage rates. First, pan 
of the programme period overlapped with the planting season which affected the rate 
of adiiiissions into the programme and second a miscalculation was made in setting 
the registration targets which may have affected the rate of case finding. 

4-28 

The esti~iiates in Table 2 are proble~uatic for several reasons: 
It xvas not possible to estimate coverage with an antliroponietric survey during the 
project period. The numerator is the total number of children admitted (minus 
readmissions and transfers) over the 3-month project period. Coverage should be 
estimated at a single point in time and could therefore be as little as a third of the 
estimated coverage in Table 2. 
There are tlie usual problems in accurate estimates of population figures. These 
figures are based on 20% of the population being being under five years, \\,liereas 
the Bureau of Statistics reconlniends this figure to by 16.6%. Tlic data for the 
pmtoralist areas could utiderestimate tlic real coverage due to overestimation of 
population in these areas. Both of thcsc factors could mcan that the corerage figures 
are underestimated. 
The estimates of malnutrition were based on a survey conducted in April 2001 and 
compared to children admitted into the programme August - December 2001. 
Malnutrition could have increased in tlie run up to the harvest in October i 
November or, as in west Darfur, could have declined. 

Total 32 15-71 



The wider contest of the programme 

Table 3: acute malnutrition before and after the intervention 
Food Economy [ April 2001 I Januar? 2002 i 
Zone / Global acute / Severe acute I Global acute j Severe acute : 

Table 4: Under five mortality rates (3 month8 retrospective survey using 
previous birth technique) 

/ Goz 
i l'ombac 

Pastoralist 
1 Son-wadi 

Pestoralist 

Table 3 sho\vs that rates of global acute n~alnutrition have declined sigificmtly in all 
food economy zones since April 2001, tllougll rates of severe malnutrition have only 
declined significantly in the Goz area. Rates of severe malnutrition remained high in 
January 2002 in tlie Tombac area and in contrast to all other areas (and the April 
sul-vey). 96% of the severe nlalnutrition was oedeniatous. The Tonibac area \vas also 
the only area where severe malnutrition measured by MUAC ( < I  lOrnn1) gave a 
higher prevalence tlian severe malnutrition measured by weight for height. The 
Tombac area is also tlie area with tlie highest under-five niortality rate. In all other 
zones the under-five mortality rates were acceptable. It is interesting to note that the 
decline in prevalence of global acute malnutrition \\,as least dramatic in the pastoral 
food economy zone suggesting that people dependent on livestock for the li\.elihoods 
are the slowest to recover after a bad year. 

(WHZ) (CI) 1 (\VHZ) (Cl) 
31.3 (27.2-35.5) / 3.0 (1.9-4.7) 
2 0 3  (17.1-23.4) 1 2.7(1.5-3.9) 
26.1 (22.4-29.7) / 1.7 (0.7-2.7) 

Conclusions 

(WHZ) (Ci) ! (WHZ) (CI) 1 
8.7 (6.5-10.8) / 0.3 (0-0.6) 
11.8 (9.0-14.7) 3.5 (1.5-5.51 1 
18.5 (14.7-22.3) 1 2.2 (1.2-3.2) 1 

It  was hoped that outpatient therapeutic care would offer the follo\ving programmatic 
advantages: 

18.9 (15.6-22.3) 1 . 1  (0.7-3.2) 9.9 (7.2-12.5) 1 0.7 (0-1.3) I 

- 
It would avoid having to set up many TFCs which \voold have been beyond the 
capacity of any operating agencies because the large area and scattered population 
would have required the construction, staffing, and equipping of dozens of TFCs 
in order to achieve acceptable levels of coverage and equity of provision. It noold 
therefore allow a decentralised programme \vhicll maximised access, and therefore 
coverage, to be implemented. 
It would avoid having children concentrated in centres risking cross infection and 
being subjected to i l l  trained medical staff 
It \vould allow the community greater paiticipation in the programme and reduce 
the cost to families of participation i n  an inpatient programme 
It imp  be cheaper than TFCs as tlie technical staff costs and physical 
infrastructure costs of centres would be reduced. 



In reality, the prograninie admitted 836 children which is probably several limes more 
than a therapeutic feeding prograninie could liave achieved within a 5-month period 
(fi-om funding to closure) in North Darft~r. Mortality rates were very lo\\.. probably 
due to a combination of not being presented with tlie risk of poor care and cross 
infection in  a TFC and because rates of oedema and coniplicated malnutrition were 
low. Tlic reduced costs to tlie conimunity through a decentralised programme have 
not been evaluated but the overall programme costs (approximately £260 per child) do 
not vary substantially per beneficiary froni costs per child in a TFC Coverage rates 
were not as l i i ~ l i  as hoped though they were of tlie order achieved in well run TFCs in 
a)-eas of niuch higher population density. Defaulting rates were generally very Ion. 
except in the pastoral areas. 

The future replicability of this programme needs to be considered in tlie light of tlie 
fact that in N Darfur Save tlie Children has 

i )  a good knowledge of both tlie macro-economic and micro-economic (i.e. 
household food economies) contest of the intenention setting 

ii) a good knowledge of the geography of the intervention setting 
iii) ready availability of qualified staff and other resources such as offices and 

vehicles 
iv) good relations witli the intervention population 
v) good relations with local government officials at all levels 
vi) good relations with the goveliinient health systems allowing local liealtli staff 

(i.e. medical assistants and nurses) to be seconded to tlie program for both service 
delivery and training of comniunity nutrition workers as well as the use of 
primal-y and secondary level health facilities 

vii) strong leadership and good support from SC (UK) national and international 
offices 

viii) the esistence of a strong community ethic in the intervention population and 
is) the availability of a ready to use therapeutic food (RUTF) acceptable to the 

intervention population 

These factors undoubtedly contributed to the success of the OTP. However, it should 
also be pointed out that North Darfur does not provide an easy operating environment 
and the food security situation was severe. Tlie success of tlie OTP proganime 
suggests that agencies, witli adequate technical support, should make efforts to 
esplore and carefully analyse the options for programming which RUTF presents. 

Future recommendations 

Tlie results of the evaluation froni tlie programme in North Darfur give grounds for 
cautious optimism. The programme \vas implemented witli strong technical support 
in tlie phases of design and early implementation, \\;as thoroughly and independently 
evaluated and the results liave been d~ssetninated. We consider these to be essential 
components of any future work using RUTF or aiming to treat children \\.it11 ser-ere 
malnutrition outside of the TFC or hospital setting. There are also some priority 
areas fol- research and analysis in any future pilots of outpatient care: 



I .  More experience on the potential complementary functions of traditional TFCs, 
hospitals, stabilisation centre (as conceived in Darfi~r) and outpatient care. 
Appropriate protocols for each level need to be developed and nlodels for systems 
of referral need to be piloted. 

2. How the needs of  children <6 months old and <4kg or with oedenlatous 
malnutrition can be addressed in a programme with an outpatient component. 

3. More carefill analysis of the varying weight gains which children achieve on 
RUTF is required to understand its suitability for different conditions. 

3. The long term prognosis for children receiving outpatient care compared to those 
\vho are discharged from a TFC should be evaluated. 

5. The extent of the reduced cost to communities of a decentralised outpatient 
programme compared to an inpatient programme should be examined. 

6. Whether there is greater opportunity for improved psyc1iosocial stiniulation during 
therapy through an outpatient programme than an inpatient programme should be 
reviewed. 

7. The degree of con~pliance with systematic antibiotic / micronutrient regimens that 
can be sustained in an outpatient programme should be exanlined 

S. Priority should be given to the use of other suitable RUTFs such as BPlOO and to 
the developnient of more scientifically evaluated products with a view to reducing 
prices. Currently the price of Nutriset Plunipy Nut is prohibitive for routine use. 

9 Adequate monitoring systems based on those used for inpatient care should be 
established. 

For more infornlation please colltact Anna Taylor. Nutrition Adviser. Save the Children CK. 
\I.. ., .!,. . . r-  ,I\ . w  . .  x i  iik.orc.uJ 
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